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WHERE ARE WE GOING IN SCHOOL HEALTH EDUCATION ?* 


C. MORLEY SELLERY, M.D. 


Director, Health Services Branch 
Los Angeles City Schools 
(April 1, 1950) 


Most of us here remember the excitement which the educators 
felt over the discovery of the whole child. For years there had 
been a tendency to think of children as receptacles into which facts 
were stuffed ; frequently they were protesting receptacles and even 
the facts had a habit of leaking out or evaporating so that educa- 
tion was often a rather barren empty affair. 


However, School Health Services and health education have 
little to brag about as to our superior insight. We also have 
evolved from rather meager beginnings and unfortunately in some 
areas still have not even begun. 


The small trickle from which school health in America origi- 
nated 50 to 60 years ago, has really expanded into quite a stream 
with many tributaries. 

The beginnings of school health might be called “the com- 
municable disease discovery and prevention era”, because this was 
the major motivating force behind the first employment of school 
physicians and nurses in this country. 

The educational authorities in some few enlightened areas felt 
that attendance would be better, education would be improved and 
even some lives would be saved if school physicians and nurses as- 
sisted public health authorities by thorough inspection of all chil- 
dren and exclusion of all communicable disease suspects. These 
were the days when scarlet fever and diphtheria were still ram- 
pant and deadly and took huge tolls of the child population. The 
services rendered were valiant, even if limited in terms of present- 
day school health programs. 

Between epidemics, the school nurses concentrated on the 
nuisance diseases, pediculosis, scabies, impetigo, and ringworm. 


*Saturday, April 1, 1950, American School Health Association Confer- 
ence, California Division, Sacramento, California. 
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Long hours were spent in chasing “galloping dandruff” with kero- 
sene, olive oil and fine tooth combs. 

During these days other great public health advances were 
taking place, and the more serious communicable diseases began to 
come under control through improved sanitation and immunization 
and vaccination procedures. 

As communicable disease became less of a menace, school 
health workers began to give thought to other aspects of child 
health. 

They became acutely aware that most children have physical 
defects and the era of medical inspection suddenly blossomed forth. 

This development was undoubtedly hastened by the physical 
examination of the draftees of the First World War and the dis- 
covery of large numbers of physically defective young men. 

The medical inspection era in many areas brought school 
health into disrepute. In some states laws were passed that all 
school children must be examined annually. Very few schools had 
adequate staffs of school physicians to carry out the required num- 
ber of examinations, and as a result in order to conform with the 
law hundreds of children were hurried past school doctors, who 
made records on health cards of such obvious physical defects as 
diseased tonsils, decayed teeth, visual defects, poor nutrition, ab- 
normal posture, obvious heart disease and skin infections. 

Fortunately in California there was no law which required 
annual health examinations—so while we have suffered from in- 
adequate staffs of school physicians and nurses, in those school 
health departments where we had physicians we were not under 
the same compulsion to grind out so many examinations per hour 
come “hell or high water.” 

I think, however, we must admit that there was a time even 
in California—or maybe I should limit the statement to the school 
health program in Los Angeles—when the discovery of physical 
defects was emphasized to the neglect of other important aspects 
of school health. 

I do not wish to be misunderstood—the prevention and con- 
trol of communicable disease is an important, indeed a vital phase 
of the school health program, and the early discovery of physical 
defects of children is essential to the prevention of more serious 
and disabling conditions in later adult life, and to the development 
of optimum health and efficiency of our young people which we so 
deeply desire, and which we consider the birthright of all Ameri- 
can youth. 
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Fortunately, however, along with our associates, the aca- 
demic educators, school health personnel, the doctors, the nurses, 
the dentists, the health specialists, discovered the whole child. 
We finally realized that to discover physical defects was fruitless 
unless at the same time we could awaken in the mind of the child 
a desire to do something about it. In other words, the quality of 
the school health program is determined on the basis of changed 
behavior, not of statistics. 

And thus the concept of the physical examination has changed 
from being a defect finding performance, which is finished in as 
short a time as possible, to becoming an educational experience 
where favorable attitudes towards correction are developed, the 
wholesome attitudes towards healthful living promoted. 

This changed emphasis has had dramatic repercussions on the 
whole school health program. 

The health examination has now three objectives: (1) health 
appraisal; (2) health education; (3) health guidance. The most 
important part of the examination is not what the doctor finds, 
but how the child responds, and how much the child has learned. 

For this type of examination the personality, training, and 
attitude of the physician are of primary importance. He should 
preferably be a pediatrician or an internist with pediatric experi- 
ence. He must have an understanding and love of children and a 
sound training in child growth and development, child psychology 
and preventive psychiatry. 

For the first examination or the examination of a child of 
elementary school age the parent should be present to supply essen- 
tial history and receive instructions for the correction of defects 
and the health guidance of the child. In the case of the younger 
child the parent’s understanding of the problem and cooperation 
are obviously essential. 

At junior and senior high school age, when strong drives for 
independence are operating, a better educational and guidance sit- 
uation may exist when the parent is not present. If cooperation 
of the child is not secured it may be necessary to arrange for an 
interview with the parent, either by the school doctor or the school 
nurse. 

This type of physical examination obviously cannot be run off 
in two or three minutes. The length of time will depend on the 
health condition of the child, and the amount of assistance which 
the school nurse has been able to render in obtaining a good health 
history and testing the hearing and vision. 
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This modern concept of the school health examination has 
revolutionized every aspect of the school health program. 

The school physician from being a medical inspector has be- 
come a medical adviser and health consultant. 

In order to make the health examination an experience which 
affords the school and the parent an accurate health appraisal of 
the student, it has become necessary to provide the school physician 
with an examining room which will more closely approximate a 
physician’s private office, a place where there is privacy, quiet, 
order and dignity in keeping with the importance of the service 
being rendered. 

This has resulted in a definite trend towards the establishment 
of health units in the administrative headquarters of the school — 
in close proximity to the principal’s office, the counselor, the regis- 
trar or attendance supervisor. 

The practice of having the physician’s office and examining 
room in the gymnasium in secondary schools is definitely on the 
way out, because of the noise and confusion and the distance from 
other school personnel with responsibilities for the health guidance 
and health supervision of the student. 

Underlying this shift to a more adequate health examination 
is a new awareness of the psychosomatic factors in health and 
disease. The child with abdominal pain may be attempting to 
escape from an intolerable classroom situation. He may be res- 
ponding to tension and pressures in the home. There are thou- 
sands of children in our schools with all manner of physical symp- 


toms, the origin of which will be found in emotional disturbances. 


related to the home and to the school environment. 

Obviously this involves a different type of health examination 
from what was formerly referred to as medical inspection. It re- 
quires the presence of the parent where possible for a more accur- 
ate health history. It demands a knowledge of the classroom sit- 
uation, which only the teacher can provide. The teacher is an im- 
portant part of this health examination by providing the physician 
with a lucid and understanding description of the child’s class- 
room behavior, both as to work habits, success, cooperation, physi- 
cal energy, vigor, alertness, and also his emotional relationships 
with the teacher and with his classmates. 

The Santa Barbara method of having the school physician 
meet the students in class in an informal manner prior to the 
health examination does much to dissipate fear of the examination 
and to aid in the establishment of rapport between the school 
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physician and the student, which will greatly facilitate the physical 
examination which follows. 


This type of physical examination obviously takes more 
physician time than the “quickie” examination common in the past 
in some areas of our country. Where there is a limited amount of 
school physician time available as there usually is, some modifica- 
tion of policy is essential, especially as relates to routine physical 
examinations. 

In Los Angeles our announced policy is to examine all children 
routinely on entering school, in kindergarten or first grade, in 
fourth grade, B7 and B10. However, our school physicians, nurses 
and health coordinators are instructed to give a priority to the 
health examination of all children specially referred by the class- 
room teacher or other school personnel because of a health prob- 
lem or some apparent deviation from normal growth and develop- 
ment. In other words, all the children suspected of having a 
health problem are examined before routine physical examinations 
are given. This policy has resulted in some interesting develop- 
ments. As you may suspect school physicians like teachers and 
nurses differ in their approach to their professional duties. Some 
physicians are more gifted than others in their ability to counsel 
with parents and children with regard to the children’s health pro- 
lems. The news that the school physician has this special interest 
and ability spreads rapidly, and as a consequence soon crowds of 
children with special health problems are waiting to see him, 
along with their parents! As a result the routine physical exami- 
nations are never completed, often to the distress of school admin- 
istrators, who derive a feeling of security from knowing that all 
children have had a physical examination. 

The school physician on the other hand, whose major interest 
is health appraisal, usually makes a good record for completing 
his routine physical examinations. The present-day trend is away 
from this type of routinized service in the direction of a more ade- 
quate health examination incorporating the values of guidance and 
instruction. In many school systems these thorough physical ex- 


- aminations are supplemented by rapid screening of all pupils at 


the beginning of the school year for fitness to participate in ath- 
letics, cafeteria service and other special school activities, the more 
thorough examination being made at a later date of those pupils 
who show some indication of cardiac disease for example, or 
other conditions requiring investigation. 
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The physician is not the only member of the school health 
team who has felt the impact of this change in emphasis from de- 
fect finding to health education. 


In years past the school nurses’ major function was the read- | 


mission of children to school who had been absent on account of 
illness, and the exclusion of children from school because of sus- 
pected illness. In fact, many school administrators today because 
of their desire to be relieved entirely of this responsibility look 
upon readmissions and exclusions as the most important function 
of the school nurse, and would keep the school nurse busy dashing 
from one school to another rendering this service. 

Next in importance in the school nurse’s day was the routine 
classroom inspection where the school nurse walked up and down 
the aisle casting her eagle eye on the children as they extended 
their arms, opened their mouths and ducked their heads or other- 
wise cooperated in this procedure. 

Again I do not wish to be misunderstood — readmissions and 
exclusion of children and classroom inspection are important 
services rendered by the school nurse in the health protection of 
children and the prevention of the spread of communicable dis- 
eases and are almost the only school nursing services rendered 
in some public health jurisdictions where school nursing services 
are extremely limited both in amount and in concept. 

At the same time and in the same degree as our vision has 
grown with regard to the school physician’s service in the school 
so that we are no longer satisfied with a program of medical 
inspection — so has our understanding of the school nurse’s func- 
tion developed. The school nurse of today has demonstrated that 
she can make a unique contribution to the health education of the 
child and to the effective functioning of the total school health 
program. 

The competent school nurse of today is so thoroughly trained 
that she‘is able to take over where the school physician left off 
and interpret to the parent, and reinforce his health recommen- 
dations. These health conferences with parents and pupils are 
often the deciding factor in obtaining the cooperation of the 
parents in the correction of the physical defects as recommended 
by the school doctor and in the improvement of the child’s health 
habits and the development of sound health attitudes. 

The school nurse of today is responsible also in a large 
measure for the in-service training of the classroom teacher in 
those areas of health knowledge which enables her to recognize 


an 

| th 

So 

in 
ge 
me 
TI 
rig 
he 
scl 
ed 
ur 
in 
nu 
th 
of 
an 
4 co 
tic 
se 
bi 
nt 

tic 
qu 
4 ni 
th 
ul 
he 


— 


cr 


THE JOURNAL OF SCHOOL HEALTH 157 


and assist the child in the classroom who has a health problem; 
not only the child who might be suffering from a communicable 
disease, but the child with problems of growth and development, 
the under par child and the child with symptoms of emotional and 
social maladjustment. 

The modern school nurse assists also with health education 
in the classroom. She enriches the health instruction program by 
short talks on many aspects of health knowledge and behavior 
geared to the grade and interest of the children. These talks also 
have additional value as a guide to the teacher in further develop- 
ment of her own health instruction program in her classroom. 
The school nurse is also alert to discover health education mate- 
rials, pamphlets, posters, and audio-visual aids for use in the 
health education program at all grade levels. 

Another aspect of the health instruction program where the 
school nurse is providing leadership is in the area of family life 
education. The need for the development of these programs is 
urgent. That there should be proper professional guidance and 
interpretation in order to avoid public criticism is essential. The 
nurse and the school physician must both be equipped to provide 
this leadership. 

One of our major problems in school health is the education 
of the parent with regard to the health needs of children, mental 
and emotional as well as physical. In addition to the individual 
conferences with parents many school nurses are calling the 
parents together in groups where they discuss health habits, nutri- 
tion, parent child relationships, and the personal hygiene of the 
school age child. 

I am not attempting to describe all the duties of the school 
nurse of today. It must be obvious, however, that the responsi- 
bilities which I have just outlined are a far cry from the school 
nurse of yesterday and call for a complete reevaluation of educa- 
tional training and experience, professional status and recognition. 

In many cities where the nurse is under the Board of Educa- 
tion, these professional responsibilities and higher educational 
qualifications of the school nurse have been appropriately recog- 
nized by placing her on the teachers’ salary schedule. Undoubtedly, 
this trend will continue as the school nurse demonstrates her 
unique contribution to the educational system. 

Need for Health Coordination. As the school health program 
has grown in complexity, the need for better coordination of the 
activities of all school health personnel has become more apparent. 


- 
d 
h 


158 THE JOURNAL OF SCHOOL HEALTH 


Newer concepts of health education and health services have 
resulted in the gradual addition of various health specialists to the 
school health family, each one having a specific responsibility for 
some phase of the health of the individual school chiid. 

In large secondary schools the function of coordination is 
indispensable to the realization of an effective school health pro- 
gram because so many of the school health personnel, physicians, 
nurses, dentists, attendance supervisors, the rehabilitation super- 
visor, and other health specialists, are part time employees who 
visit the school once or twice a week or even once a month. Their 
contact with classroom teachers and their problems are sporadic. 
They are all trying in their own sphere to be doing something 
helpful for the same child. With the services of a health coordi- 
nator, their efforts should be more effectual and productive. 

A smooth functioning and effective school health program 
requires careful planning and efficient leadership. Many schools 
have found that the most effective organization for integrating 
health services into the total school program and for full utiliza- 
tion of these services, is the health committee with a health 
coordinator responsible to the principal in charge. 

The coordinator may be either a man or a woman teacher, 
depending on who will more adequately meet the needs of the 
local situation. 

If the immediate appointment of a full-time health coordinator 
is impractical on account of insufficient teaching staff, a minimum 
of three periods should be arranged for this work. 

It is the responsibility of the principal to select the health 
coordinator. In choosing a person for this position, the follow- 
ing qualifications are recommended for consideration : 


1. Special training, interest, and aptitude in the health field. 

2. Full-time employee of the school, well-known and highly 
regarded by conferees. 

3. Well adjusted personality, exemplifying the following at- 
tributes: health, diplomacy, tact, cooperation, sympathy, 
social concern, and sense of humor. 


The duties of the health coordinator are numerous and can 
be expanded to include the integration of the entire health educa- 
tion and health services program. 

The school health committee will include representatives of 
all departments and special services in the school as well as the 
student body, the Parent-Teacher Association and in some in- 
stances health and welfare agencies of the community. 
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Where are we going in School Health? I have outlined some 
of the trends as they affect the school physician, nurse and health 
coordinator. Since school health workers have finally united with 
the educators, in their concern for the whole child and for every 
child, the mentally deficient, the intellectually superior, the excep- 
tional or handicapped child of every type, we shall see more and 
more specialists bringing their particular contribution to the 
health of all children. Orthopedic supervision of the students with 
muscular, skeletal, developmental, and orthopedic problems will 
become generally accepted. Audiometry with otological follow-up 
will be universal. 

Child Guidance clinics, an essential part of a preventive men- 
tal health program, will become standard school health practice. 
I might go on and mention other special fields which will add and 
in some areas are adding their contribution to the school health 
program of today — time does not permit. DREAMING???? No! 
These services are coming because they are necessary to the 
development of the type of citizen which we must have to enable 
us to survive in the world of today and tomorrow. 


* * * * * 


Workshop in Secondary School Camping,—San Diego State 
College, in cooperation with the San Diego City-County Camp 
Commission, the State Department of Natural Resources, and the 
State Department of Education, will conduct a workshop in sec- 
ondary school camping and outdoor education at Camp Palomar, 
San Diego County, July 17-28 inclusive, 1950. 

Funds to underwrite the major expenses of this in-service 
education program were made available by the W. K. Kellogg 
Foundation through the State Department of Education. Twenty 
scholarships of fifty dollars ($50.00) each are available for sec- 
ondary school teachers, counselors, supervisors and administrators. 
For particulars write directly to Dr. James J. Hunter, Director 
of Secondary Education, San Diego State College, San Diego. 


* * * * * 


Physical Education Workshop for Elementary School 
Teachers,—The State Department of Education, and the Physical 
Education sub-committee of the California School Supervisors 
Association, chairmanned by Bob Bergstrom, are co-sponsoring a 
state-wide Elementary Physical Education Workshop, to be held 
at California Polytechnic College, San Luis Obispo, from August 
21 to August 25, inclusive, 1950. 
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SCHOOL HEALTH PERSONNEL — THE SCHOOL HEALTH 
COORDIN ATOR* 


MoreEY R. FIELDS, Ed.D., 
Associate Professor, New York University, School of Education 


Within the hands of every citizen in this country lies the 
integrity of the principles of democracy; upon the mode of utiliz- 
ing these principles rests the very existence of this nation. Tra- 
ditional educational practices have not always provided the oppor- 
tunity for positive daily living experiences. Such practices sub- 
merged the individual in a morass of authoritarian blackness from 
which clarity of vision could not escape. Regularly and insistently, 
the molding of identical icons, once categorized as children, now 
as mute, blindly-following-the crowd adults resulted. Or, just as 
insidiously developed was the individual who rejected all oppor- 
tunities to participate for the common good. That individual 
was impressed with those decadent educational experiences which 
distorted the worthwhileness of democracy. 

Having lived under this delusion for a considerable time, edu- 
cators gradually realized that the preservation of a heritage could 
only come about through practising the precepts of that heritage. 
Thus was recognized the values of the democratic process. This 
method is slowly but insistently sweeping before it, as it grows, 
clouds of suspicion, of intolerance, of hate. 

Good health as the optimal functioning of the physical, mental, 
social and emotional aspects of the individual is basic for life; 
it is the foundation for the existence of towns and villages, states, 
nations, the world. Ill health has been cited as one of the major 
factors leading to crime, violence and war. There is evidence 
that ill health has contributed to the development of fascist 
societies. Democracy, in order to provide the fullest measures 
of constructive achievement, must have an absence, as nearly as 
practicable, of sick bodies and minds of its citizenry. Thus, in 
this nation, good health is as much a basic right of the individual 
as are those rights of worship, of expression, of use of the printed 
word. 

Transcending all other needs, that of good health must have 
educational reemphasis if we are to preserve our primary heri- 
tages. Recognition of this latter premise has been afforded by our 
leading educators today. On the other hand, while a considerable 
number of words, written and spoken, have given credence to the 
importance of good health, progress toward the prevention and 


*Read before the annual meeting of the American School Hygiene Asso- 
ciation at New York, N. Y., October 24, 1949. 
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eradication of illness through education in the public schools 
has been slow. This may be partly explained by the fact that 
while there is agreement as to the need for health education in the 
public schools, few are honestly endeavoring to carry out this con- 
cept to the fullest extent. 

With the expansion of the school health program has come 
the need for total community participation for the health of every 
school child. Increasing in breadth and depth slowly but with 
surety, the program is demanding a technique that encourages 
working together, avoiding duplication and overlapping, and pro- 
viding the best possible solutions to student health problems. 

If the school health program is to function desirably to the 
total development of the student, that individual must be literally 
bombarded from all sides with every technique available at every 
possible moment by desirable leadership throughout the school 
years. Considerable controversy has been raging over who has 
prior rights to leadership in the school health program. Since 
good health of the student is the base for education, every one with 
whom the student has contact during his school life has a responsi- 
bility in his development ;—all such individuals have prior rights 
and should exercise those prerogatives. This denotes integration, 
which in turn implies the need for co-ordination of all efforts in 
behalf of the student. Finally, there must be a trained person, 
the school health co-ordinator, to bring together all contributions 
and relationships of the school health program to the individual 
for the utmost completeness and satisfaction. With this co-ordi- 
nator rests some of the leadership responsibilities in the school 
health program. 

There are well-defined values to school health co-ordination: 
health needs and interests of students are more clearly defined and 
met, overlapping of activities and needless repetition in the pro- 
gram are reduced to a minimum, responsibility for a successful 
program is vested in skilled persons, and there are positive 
working relationships on the part of those who can contribute to 
the growth of the individual. Further values accrue when school 
health activities focus on individuals in a concentration of power 
that insures success. Gathering all these facets overcomes isolated 
community efforts and engages the total environment for the pro- 
motion of good health in the individual. 

The health co-ordinator functions primarily in an advisory 
manner, yet he has direct duties, such as: development of the edu- 
cational phase of the school health program, organization of the 
school health council, conferring with teachers and counselors on 
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health and behavior problems, planning for health services, super- 
vision of records, and evaluation of activities. One basic responsi- 
bility of the co-ordinator is that of constant planning. Continuity 
of activity in the school-health program is necessary for success; 
to that end the trained health co-ordinator can supply dynamic 
leadership. The merging of agencies or groups, of subordination 
of interests, of authoritarian concepts can be avoided through 
effective leadership. Co-ordination implies the need for working 
together and attempting to fill the gaps indicated above. Provid- 
ing opportunities for agreement upon objectives, activities and 
responsibilities is the lot of the co-ordinator. This comes about 
through a clear understanding of what is to be done and a logical 
and acceptable appreciation of the capabilities of each individual 
group. 

The co-ordinator works closely with all school health person- 
nel and attempts to provide understanding of health program 
activities. He maintains liaison between the educational and the 
medical aspects of the program. Acting as a resource person, he 
is of invaluable assistance to the classroom teacher. The school 
physician reviews his plans with the co-ordinator and depends 
upon him to see that the plans proceed smoothly and successfully. 

Qualifications of the co-ordinator are the same as for any 
leader who must have the skill and personality of a real teacher 
and administrator. He must thoroughly know his field: objec- 
tives, testing, how to plan, how to campaign, how to organize. 
Success comes through diplomacy, conscientiousness, humor and 
firmness. The need for enthusiasm is apparent, for it is this 
characteristic that wins new followers for a cause. Above all, 
the health co-ordinator must be a super-salesman for he has to 
sell himself and his program to persons who are reluctant to rec- 
ognize values because of vested interests, a fear of more work, 
and a suspiciousness that pervades some professional persons. 

The health co-ordinator is an important and needed individual 
in the public schools today. If co-ordination contributes in a major 
sense to the success of the school health program, then it follows 
that the co-ordinator is responsible for that success. Yet, this 
responsibility can only be effective if the skill of the leader is 
used in the most advantageous manner. Coordination is the 
essence of democracy; good health is the basic right of every 
citizen of this nation. Then, it is feasible that contributions to 
democracy can be made through improving the health of the 
child, by the activities of the co-ordinator in the school health 
program. 
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EDUCATIONAL ASPECTS OF HEALTH SERVICE* 


WILLARD W. PATTY, Dean 


School of Health, Physical Education, and Recreation, 
Indiana University 


How can health service personnel contribute to the health 
education program? It is recognized that the health service 
workers have an equal right to inquire as to the manner in which 
health educators may help to increase the efficiency of health 
services. 

Health education and health services in schools are inter- 
related. To be successful, each phase of the program should have 
the active support of the other. Personnel in either major phase 
of the school health program are especially valuable, if they have 
sympathetic understandings of the other phases of the program. 

The Health Educator Looks at Health Service. The well- 
informed health educator appreciates the importance of the strictly 
service values of health services. Health examinations, first aid 
and emergency medical services, the “follow-up” program, daily 
inspections, and periodic immunization services for pupils are 
recognized as essential in conserving the health of pupils. 

Such a program may be conducted in such a manner, how- 
ever, that it may be simply passive acquiescence on the part of 
pupils. The health educator would like to have health services 
provided in harmony with the policy of full utilization of the 
favorable health education opportunities inherent in service activi- 
ties and situations. 

Health information obtained and desirable health attitudes 
and habits formed by the pupil while participating in the school 
health service program change him or her from a passive partici- 
pant to an informed and active collaborator in health conservation. 


Education for What? 

The following are proposed as among the important obliga- 
tions and opportunities for educational activities of school health 
service personnel: 

1. Health service staff members should educate themselves 
with relation to the school organization, school procedures, 
and appropriate adaptations of their services to the envi- 
ronment. 

2. They should assist school staffs to improve their under- 


*Abstract—by Dr. Patty—of paper presented before the American School 
Health Association, New York City, October 24, 1949. 
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standings of health service and healthful school living 
activities and responsibilities. 

3. They should educate school children and parents to coop- 
erate in the health service program, willingly and 
unafraid. 

4. A health education by-product of school health service 
should be that those served seek qualified health service 
periodically and in emergencies throughout iife. 

5. Health education in connection with school health service 
should assist those served to become increasingly self- 
reliant in conserving their own health through approved 
preventive measures. 


Self-education for Health Service, Staff 

Is it not a primary duty of members of school health service 
staffs to pursue a continuing educational program for self-im- 
provement as workers in the school health program? The school 
situation is a new one to most doctors, dentists, nurses, and other 
health service personnel. 

It is becoming recognized that there is a special philosophy 
underlying public health work which is essential for optimum 
success and enjoyment of the career. There are also techniques 
of procedure in public health work with masses of people that 
differ from the usual experiences of the private practitioner. 

Also, it should be recognized that the school situation, the 
school staff, and the pupils have characteristics which need special 
study. It seems important that members of the health service 
staff should secure as good an understanding of the school and 
its program as possible in order that the health services might be 
fitted into the program with an optimum of benefits and a mini- 
mum of friction. 

Should Educate School Staffs 


The second duty of health service workers is to assist mem- 
bers of the school’s teaching and non-teaching staffs to acquire 
a satisfactory understanding of the school health program. This 
is especially true concerning the health service portion of the pro- 
gram. The school staffs also need help in learning how they may 
contribute to the success of health services. 


Health Service Education for Cooperation 
It may be conceded that cooperation of pupils and parents 


is important in the school health service program. How to secure 
and hold it is the question. 
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Careful preparation of the public for each phase of school 
health services may be the answer. Not only parents and pupils, 
but also the general public should know about and understand the 
purposes of the school health service program. 


Law of Readiness applies. Among the important laws of 
learning discovered by psychologists is the Law of Readiness. 
“When an individual is ready to act in a particular way, 
it is satisfying to do so, and annoying not to do so; con- 
versely when an individual is not ready to act in a par- 
ticular way, to do so is annoying.” 

Is it not apparent that this fundamental law of learning has 
an especially significant application to health education responsi- 
bilities of health service personnel? It is proposed that the appli- 
cation of this law to the learner of health services has three major 
phases: (1) awareness, (2) understanding, and (3) desire. 


The awareness phase of readiness for parents and pupils to 
cooperate in health service activities may be provided, in part, 
by judicious newspaper releases and radio broadcasts emanating 
from the office of the school director of health services. Special 
memoranda from him to teachers and school administrators will 
enable them to be additional sources of information concerning 
the activity being initiated. Special announcements in school home 
rooms and convocations is also a commonly used device. 

In some cases, misunderstandings by parents or pupils may 
be corrected by individual conferences arranged by the school 
nurse, school physician, or other appropriate member ot the school 
staff. 

Motivations favorable to developing a desire to couperate on 
the part of pupils and parents should be stressed during the appli- 
cation of awareness and understanding techniques. Emphasis 
of the proven values of the health service concerned, reminders 
of successes of such service in previous years, mention of opera- 
tion of a similar program in competing school systems, and appeals 
to personal and group pride are among the procedures calculated 
to cause pupils to desire to participate and parents to want health 
services for their children. 


Evaluation of Health Services 
The health educator can only describe and recommend to 
pupils appropriate health services by properly qualified person- 


1 Good, Carter V.: Dictionary of Education, p. 237. 
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nel. The school health service staff can provide opportunities for 
actual practice. 

It is generally conceded that people need to be educated so 
that they will discriminate between legitimate health service 
personnel and “quacks.” We want them to use and appreciate the 
services of professionally prepared doctors, dentists, and nurses. 
School health services may be so conducted as to contribute to 
this end. 

Law of Effect an important consideration. The school health 
service personnel represent their respective professions when they 
deal with pupils and parents. It is important that these contacts 
contribute to the formation of desirable attitudes in pupils and 
parents such as: a liking for, confidence in, and appropriate 
dependence upon properly qualified members of the health service 
professions. 

An important law of learning, the Law of Effect, applies here 
with special significance :2 

“Those experiences in the learning process that result 
in satisfactions tend to be strengthened, while experiences 
that annoy tend to be eliminated.” 


The medical and dental phases of the health examination con- 
stitute a good example of the functioning of this law of learning. 


These examinations should be individual. Pupils should not be © 


herded through hurried mass examinations like sheep. 


Many school systems have followed the practice of arrang- 
ing examinations by appointment. This plan permits the examin- 
ing staff to spend adequate time with each examinee for a thorough 
examination. It also permits effective health education to be 
done. 

Some school health departments invite parents to be present 
when their children are examined. This seems especially import- 
ant with the younger pupils. Walker and Randolph in discussing 
this aspect of school health services state :3 


“The first responsibility of the health department in this 
field is believed to be the medical examination of all school 
children entering the school system, regardless of their age. 
. . . For these children the parent must be present if the 
examiner is to be provided with that intimiate knowledge 
of the child’s health history which is essential, and if inter- 


2 Good, Carter V.: Dictionary of Education, 1945, pp. 236-237. 
3 Walker, W. Frank and Randolph, C. R.: School Health Services, 1941, 
p. 159. 
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pretation of the findings is to be made sufficiently concrete so 

that the indicated corrective action will take place.” 

If the Law of Effect is as important as believed, reports made 
orally or in writing to parents and comments to children and 
parents should stress things that are right as well as conditions 
that need correction. Charles C. Wilson, M.D., of Yale University, 
once wrote :4 


“A slow, unhurried health examination during which there 
is abundant opportunity for the exchange of ideas between 
the physician and the parent results in a pleasant experience 
for the child—an experience which he will be glad to repeat 
at intervals. . . . The written notice to parents is of limited 
value. Such a method usually emphasizes defects and makes 
no mention of the child’s health assets. . . . They may be 
considered by the parent as criticism or charges of parental 
neglect and in that way create a resentful attitude... . 
Despite these handicaps a carefully worded written report 
of the examination may have a rightful place in the follow-up 
of the health examination.” 

A later published article by Dr. Wilson contains the following 
significant statements :5 

“A health service staff which is cheerful and helpful, 
friendly but reserved, kind but firm, and sympathetic but 
exacting is the foundation on which to build a heaith service 
program with educational results.” 

The foregoing description of desirable characteristics and 


. procedures of school health service staffs may well be applied 


also to teachers who participate in the first screening phase of 
daily health inspections. 

Another school situation in which the Law of Effect deserves 
consideration involves the examination of athletes. If reports 
are true, private medical practitioners often take this responsi- 
bility too lightly. It is recommended that arrangements be made 
for school physicians to perform this duty seasonally. Which- 
ever plan is used the examinations should be thorough: (1) in 
order to protect youth, (2) to give the school officials legal and 
moral protection, and (3) to cause all concerned to respect the 


4 Wilson, Charles C.: “Making the Health Examination an Educational 
Experience,” The Journal of Health and Physical Education, March, 1932, 
pp. 9 and 44. 

5 Wilson, Charles C.: “The Educational Values of School Medical Ser- 
vices,” The Journal of Health and Physical Education, November, 1939, p. 558. 
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medical profession and to have confidence in their services. 
Because of the publicity associated with interscholastic athletics 
the health examinations of athletes should serve as educational 
models to the school and to the public. 


Health examinations by family physicians. Many schools 
favor a plan of requesting that all parents, who are willing, 
arrange for their children to have their “periodic check-ups” 
with their family physicians. The school health service staff then 
examines the pupils whose parents do not make such arrange- 
ments. This seems educationally sound if the family physicians 
take their duties seriously. 

The Law of Effect should influence methods of procedure in 
carrying on all phases of school health service—health examina- 
tions, follow-up, immunizations, daily health inspections, and 
emergency medical, dental, and first aid services. Pupils and 
parents must learn to like and respect services from properly pre- 
pared professional health personnel so that they are intolerant 
of health “quacks” and charlatans. 


Health Service Education for Self Direction 


Does our school health service program educate the pupil 
for intelligent self-direction in health service aspects of his living 
after school days are over? Is this not a proper responsibility 
of the school health service personnel as well as its protection of 
the pupil’s health while in school? 


If the staff accepts this challenge, then the fixation of desir- 
able health service habits and attitudes in pupils becomes an 
important phase of their contribution to health welfare along with 
their specific health services. 
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STATISTICALLY SPEAKING* 
By CHARLES E. FORSYTHE 
From a joint study made by Michigan, Minnesota and Wisconsin 


Football injuries are headaches. 

In practically every game of football, someone sustains some 
kind of injury — serious or otherwise — from temporary loss of 
wind to broken bones. Football is a game of body contact and, as 
such, presents inescapable injury hazards. 

This does not mean that the game cannot be made safe. Con- 
tinuous study may change certain aspects of the game or equip- 
ment, eliminating hazardous situations. 

A study to ascertain the kinds of injuries received in high 
school football was made by the Michigan High School Athletic 
Association, the Minnesota State High School League, and the 
Wisconsin Interscholastic Athletic Association. The study was 
limited to approximately the latter half of the football season— 
from October 10—and also, only to certain areas of injury. 

Kinds of injuries received in high school football in relation 
to ages of: students, types of games, previous injury, where in- 
juries occur, most frequent plays during which injuries are re- 
ceived, player activity at time of injury, and area of injury (head, 
face and dental, shoulder, knee, pelvic) were studied. 

These five areas represent, the tabulators agree, the areas of 
greatest hazard and most serious injury to players. 

GENERAL INJURY DATA 

Through tabulation and compilation of all data obtained from 
the Athletic Accident Benefit Plan for Michigan, Minnesota and 
Wisconsin, it was found that, in high schools: 

81 per cent of the injured were between the ages of 15 
and 17. 

91 per cent of the injuries occurred in 11-man football games, 
practices and scrimmages. 

17 per cent of the claims paid were to students who had been 
injured before. 

57 per cent of the injuries occurred in games, not scrimmages ; 
35 per cent were injured in scrimmages. 

79 per cent of the injuries came as a result of running plays; 
15 per cent were injured in punt and passing plays; 4 per cent 
were injured in free kick plays. 


Mr. Forsythe is State Director, Michigan High School Athletic Associa- 
tion. 
*Reprinted from Safety Education for March, 1950, page 6. 
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46 per cent of the injured were tacklers; 19 per cent were 
blockers. 

17 per cent were tackled; 11 per cent were blocked. 

52 per cent of those injured received face or dental injuries; 
20 per cent were injured in the knee; 14 per cent received shoulder 
injuries; 10 per cent received head injuries; 4 per cent received 
pelvic injuries. 

INJURIES AND EQUIPMENT 
Head Injuries 

Location 

54 per cent temple injuries. 

46 per cent base of skull injuries. 

Point of Contact 

26 per cent injured by contact with knee. 

22 per cent injured by contact with foot. 

Padding 

72 per cent of the injured struck properly padded points of 

contact. 

28 per cent struck improperly padded points of contact. 

Type of Helmet—Injured Player 

58 per cent of the injured wore hard-crown helmets. 

42 per cent wore plastic or soft-crown helmets. 

Type of Helmet—Opponent 

68 per cent of the ‘opponents of the injured wore hard- 

crown helmets. 

20 per cent of the opponents wore plastic helmets. 

12 per cent of the opponents wore soft-crown helmets. 

The study seems to show that there was little difference, pro- 
portionately, in the elements of protection to the wearer, and 
danger to his opponent, in relation to the various types of helmets 
worn. 

Face and Dental Injuries 

Point of Contact 

25 per cent of the injuries were from the opponent’s foot. 

18 per cent from opponent’s head. 

16 per cent from opponent’s knee. 

12 per cent from the opponent’s arm. 

Padding 

45 per cent of the injured contacted a padded area. 

55 per cent contacted non-padded area. 

Type of Helmet—Opponent 

69 per cent of the injuries were from hard-crown helmets. 
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19 per cent from plastic helmets. 

12 per cent from soft-crown helmets. 

Mouth or Nose Protection 

97 per cent of the injured were not wearing nose or mouth 

protectors. 

The study indicated that numerous face and dental injuries 
resulted from hard-crown helmets with leather ridges. This is 
especially true of face lacerations. 

Research to develop greater safety in these areas is strongly 
indicated, especially where dental injuries are concerned. Unlike 
many other injured members of the body, fractured or lost teeth 
do not repair themselves. 

Shoulder Injuries 

Type of Shoulder Pad 

88 per cent wore cantilever shoulder pads. 

12 per cent wore flat pads. 

All of the injured had fully covered shoulder areas. 

Point of Contact 

30 per cent of the injured contacted the ground. 

20 per cent contacted opponents’ thighs. 

26 per cent contacted hips and shoulders. 

12 per cent contacted knees. 

Padding 

In 69 per cent of the cases the opponents were padded at the 

point of contact with injured players. 

92 per cent of the injured were not wearing elbow pads. 

Although all the players were wearing shoulder pads when 
they were injured, the pads may not have fit them properly. Pads 
that do fit properly are an essential factor to the safety of 
the players. 

From the statistics gathered, it may be noted that it is much 
more than a conjectured theory that many shoulder injuries re- 
sult from shock received by elbow and ground contact. 

Among the 30 per cent of the shoulder injuries resulting from 
ground contact, there were many which involved the elbow. An 
essential to safety is the proper protection of this part of the arm. 

Additional research seems to be needed in connection with 
covering on pads. 

Knee Injuries 

76 per cent of the injured players wore pants made of canvas 

or twill. 

99 per cent wore pants extending below the knee. 
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87 per cent wore pants with knee pads a part of them, mostly 
made of kapok. 
It is doubtful that there is any relation between the kinds of 
pants material worn and the knee injuries received. 


As to knee pads, if they are a part of the pants, the pants 
should fit snugly at the knees or the pad will slip out of position 
at the point of contact. This would be as bad, if not worse, than 
having no pad at all. 

It is not, and should not be, inferred that proper padding at 
the knee will prevent all injuries. The fact that the knee is a 
hinge rather than a rotating socket joint means that its flexi- 
bility is restricted to limited forward and backward directions. 
There is no side give. This is important, because 63 per cent of 
the injured were contacted from the side, while only 9 per cent 
were contacted from the rear. 


Knee injuries should be pronounced completely healed by a 
doctor before the student is allowed to play football again. 


Many people believe that cleats play an important part in 
many of the injured player’s knee injuries. They believe that the 
cleats are of off-sizes, and are used improperly. This study showed 
that in 90 per cent of the injuries normal cleats were reported. In 
the remaining 10 per cent of the cases, cleats were long, uneven, 
or short. 

Improper cleats on football shoes are great hazards, but the 
hazard is greater to the opponent than it is to the person wearing 
them. This is substantiated by the large number of face and 
dental injuries resulting from contact with shoes and cleats. 

As long as cleated shoes are provided for in the football 
rules, it seems inevitable that they will continue to be a hazard 
of the game. Probably there would be fewer face and dental 
injuries if there were no protruding cleats from football shoes. 
Nevertheless, the elimination of cleats is neither feasible nor 
desirable. Coaches and officials should insist on strict adherence 
at all times to the rules applying to them. 

Pelvic Injuries 

Point of Contact 

46 per cent of the injured contacted thigh, hip or knee. 

12 per cent contacted the foot. 

12 per cent contacted the shoulder. 

Padding 

93 per cent of hip pads worn by the injured came up to lower 
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ribs and closed at the front; proper fit was reported in 83 per cent 
of the cases. 

43 per cent of the injured wore special rib pads. 

57 per cent did not wear special rib pads. 

Further study would be of value on the subject of whether 
more resilient padding of the opponents’ equipment at the thigh, 
knee, hip and shoulder would have resulted in fewer injuries, or 
injuries of less serious nature to the pelvic region. 

CONCLUSIONS 

1. Football, by its very nature, is a game of body contact 
and presents, as such, inescapable hazards. 

2. All injured players should be pronounced by a physician as 
fully recovered before returning to practice or competition. 

3. There is a greater incidence of injuries, proportionately, 
in regular games than in practice situations. 

4. Running plays are the most hazardous type. Such plays 
will continue to be an integral part of football. 

5. Tacklers and blockers are more prone to injury than 
players being tackled or blocked. Passers and receivers, propor- 
tionately, receive a small percentage of injuries. 

6. Dental, face and nose injuries are the most common 
injuries during a football game. 

7. There is little evidence that, proportionately, one type of 
properly fitting, smooth-surfaced helmet is more dangerous than 
another. Ridges and sharp edges on helmets are dangerous. 

8. Shoulder girdle and collar-bone areas are vulnerable to 
injury in football. Properly fitting pads with adequate inside and 
outside soft coverings are essential. There seems to be a definite 
relationship between shoulder injuries and inadequate elbow pad- 
ding, especially as a result of ground contact. 

9. Unless football pants fit snugly, so that knee pads which 
are a part of the pants are held in place, it seems desirable for 
players to wear separate knee pads which can be securely fastened. 

10. Since pelvic injuries are among the most serious in foot- 
ball, it is most important that hip pads have enough padding and 
fit the wearer properly. 

11. Properly fitting equipment cannot be over-emphasized. 
Coaches should make sure that the equipment worn is adequate 
and fits properly. 

Safety is a co-operative proposition. By using every possible 
precaution to prevent injuries, football may be made safer and less 
injurious. Safe practices and equipment will also help make foot- 
ball a better game for the many students who participate in it 
each year. Safety Education, March, 1950. p. 6. 
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EDITORIAL 


This is the time of the year when we plan, or should plan, 
improvements in our procedures for the next school year for the 
greater safeguarding of the health of the children entrusted to our 
care and protection. 

In the health services particularly there are great opportuni- 
ties for advancement. There are several areas where the weak- 
nesses are so great and so conspicuous that we might safely apply 
the word neglect to our present procedures or lack of them. 

In many areas we find that the physical examination of candi- 
dates for athletic teams and for athletic competition either are not 
made at all or are so carelessly or incompetently done that neither 
the candidate nor the school or college is given anything even 
approaching adequate protection against making an organic physi- 
cal defect seriously worse or perhaps causing peonprnnenie to result 
fatally. 

There are three major areas where the slat lackadaisical 
procedure being carried on in both school and college should be 
vigorously improved. 

The first is in the matter of the physical examination itself. 
In many secondary schools and in some colleges and universities 
this is either not made at all or is so sketchy, that often it does 
more harm than good. Probably there are few physicians examining 
college men who have not found serious organic handicaps in fresh- 
men who have been prominent athletes in secondary school, and 
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have played on school teams the previous year when it is quite 
apparent that the lesion has existed for some time. Why have these 
boys been permitted to compete on school or college teams? Seem- 
ingly, there are only two answers to this: either the examination 
has been carelessly or incompetently made and the lesion has not 
been found, or it has been found and the youngster has been per- 
mitted to play nevertheless. This latter situation is due usually to 
downright cowardice as well as dishonesty. It is yielding to pressure 
from those sophomoric morons among alumni or townspeople who 
place winning above the safety and welfare of the competitors. 

Unfortunately, this situation often is made more difficult by 
foolish, fond and unintelligent parents who are looking: for reflected 
glory. They set up the shout that their son has the “right” to play. 
This attitude is silly. No boy has the “right” to play. Competition 
on a school or college team is a privilege to be granted only when 
the candidate has met all the prerequisites, amateur, scholastic and 
physical. The right of control is inherent in the school or college 
administration ; to set standards of qualifications of the players, to 
choose opponents, and even, if it seems advisable, to stop the 
competition entirely. 

The second area lies in the field of proper conditioning for 
competition. The efforts here are either too brief or ignorantly 
carried on. Statistically, we know that an extremely high propor- 
tion of injuries in athletics occur during the early weeks of the 
“season”. We know that the properly conditioned competitor is 
less frequently injured and that his injuries are less severe and 
more quickly recovered from than is the case where conditioning 
has been too brief or ignorantly carried out. Often, too, the 
“trainer” is not competent, either by information, skill or 
experience. 

The third area lies in the sports program. This program 
should be adapted both by means of modification of rules to fit the 
age and physique, and by limitation of the type of sports 
themselves. 

Certain games and sports, while suitable for competition 
under proper control, are not suitable if the rules do not adequately 
protect the player, or if the game or event is unsuited to the age and 
physique of the player. Probably the basis of these conditions has 
been the desire among secondary school coaches and administrators 
to “ape” the colleges. The increasing proportion of trained physical 
educators occupying secondary school coaching positions has tended 
to improve this situation. No person should be allowed to coach in 
the secondary schools unless he is a full time employee of the Board 
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of Education appointed by that Board. Preferably, the coach should 
be a trained instructor in physical education. 

During the decade 1920-1930 we saw the two-mile run eliminated 
from high school track competition and it is now almost unheard of 
in college competition. 

At the present time, probably the situation most needing cor- 
rection is in basketball—a splendid vigorous sport. Within the ten 
or more years just past it has become seriously afflicted by “‘spec- 


tatoritis” induced largely by the lure of gate receipts. This caused 


changes in the rules—such as the elimination largely of the center 
jump, and the moving back of the end lines of the court a two-feet 
distance. In our “aping”, the secondary schools swallowed these 
changes. The game now is too strenuous a strain on the circulatory 
system and on kidney function probably for any secondary school, 
especially the small one, and certainly on players on junior high 
school teams. Let us get back to sense in secondary school 
competition. 

We might discuss the use of regulation football for junior high 
school teams when soccer is probably a much better “conditioner” 
and certainly much safer. 

The outstanding dangerous “sport’”—so called—is boxing. 
This is not a proper event in high school at all and in college prob- 
ably not at all. A head blow may kill in a “friendly” bout as well as 
in an interscholastic or intercollege one. 

“Forty-two boxers have died in the last four years as the result 
of injuries incurred in American rings. And for every such death 
there are hundreds of other tragedies—young men who have had 
their brains knocked out. Their cases get no publicity. They are 
the living dead of pugilism, the victims of its occupational disease: 
punch-drunkenness.”—Arthur H. Steinhause, condensed from Look 
in Readers Digest for June, 1950, page 70. 

The school health service, whether in secondary school, college 
or university, owes it to itself, to the school, to the parents and to 
the pupils to improve the care and quality of the physical examina- 
tions of candidates for athletic competition both intramural and 
interscholastic.1 

The physicians in this service, and the school administrators, 
should demand more protective rules, adequately and fearlessly 
enforced rules, regarding the exclusion of the too young, the too 
immature,2 and the organically handicapped from too vigorous 
competition, and safer protective equipment. 

They should insist on a longer, and more scientific and more 


1. See p. 167 this issue. 
2. See p. 169 this issue. 
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effective “training” or conditioning period before actual competi- 
tion, especially in body contact sports. 

They should demand and create a public demand for the elmi- 
nation from the prograra of unsuitable and inherently dangerous 
sports. 

No job is worth the sacrifice or professional integrity —C.H.K. 


* * * * * 
ABSTRACTS 
DENVER RHEUMATIC FEVER DIAGNOSTIC SERVICE 


As its name implies, the purpose of this activity is to provide 
a uniform diagnostic service to the physicians and people of the 
community. The service is not concerned with therapy, but with 
identification of cases of rheumatic fever and rheumatic heart 
disease that have escaped detection. However, this does not mean 
that the service activities are of a survey nature as all individuals 
are referred to the clinic because of abnormal or questionable 
cardiac findings, neuro-skelato-muscular pain, spontaneous nose 
bleeds, fever, tachycardia, weight loss, etc. — in other words, 
because they are suspected, for one reason or another, of having 
the disease. As would be expected congenital heart disease and 
other nonrheumatic conditions are frequently encountered. The 
service also is interested in evaluating previously recognized cases 
of rheumatic fever and rheumatic heart disease. Every effort is 
made to see that the children needing care or observation are 
returned to their physician. Arrangements are made for referral 
to a physician or clinic if there is no family doctor. In addition 
to these activities, the service acts as an educational center for 
undergraduate and graduate medical students and physicians in 
the community. 

Organization 

The initial outlay for equipment was taken care of largely by 
the original grant of $2,500 made by the Denver Community Chest. 
Contributions of money, time, and services from various organ- 
izations in the community have played an important part in 
equipping and maintaining the service. A fluoroscope was given 
to the school of medicine and added to the diagnostic facilities; a 
generous supply of books and toys was donated and a portable 
toy cart built for the toys by a lumber company; several com- 
munity groups joined together to provide funds for mid-afternoon 
milk and sandwiches and for taxi fare for emergency transporta- 
tion; nurses’ aides helped to steer children through the clinic. No 
charge is made to any child regardless of ability to pay. 
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Personnel 


The school of medicine of the University of Colorado provides 
the services of a dietitian, space, janitorial service, heat, and light. 
A member of the faculty acts as director and is responsible to 
the special committee of the sponsoring agency and not to the 
medical school. 

Operation 
Referral Sources of Patients 

The public schools of Denver routinely conduct an annual 
physical examination of all children whose parents have given 
consent. At any time during the school year, but usually during 
the yearly examination, the school physician or nurse may observe 
symptoms or physical findings indicating that the child may have 
rheumatic fever or heart disease. In all such cases the child’s 
physician is consulted to ascertain whether or not he wishes the 
child referred to him or to the Denver Rheumatic Fever Diag- 
nostic Service for evaluation. The Visiting Nurses Association 
provides health coverage for most of the parochial schools in 
Denver. The visiting nurse makes a referral to the service in the 
same manner as does the public school doctor or nurse. Prac- 
ticing physicians frequently refer their patients to the service 
for evaluation and, while they may make telephone arrangements 
for such examinations, they are asked to send written consent with 
the patient at the time of the examination. Any agency (e.g., 
Public Welfare Department) other than the schools or private 
physicians may refer a child to the service, in which case the 
referral procedure is the same. 

Examination 

Each child that reports to the clinic is supposed to be accom- 
panied by one of the parents or some other responsible person. 
However, this is not always possible in the case of children of 
high school age. Individuals over 19 years of age are not accepted. 

When the patient first reports to the Rheumatic Fever Diag- 
nostic Service, the secretary fills in the top half of the detachable 
right side of the appointment card. The clinical chart is started 
and the child is taken by the nurse and technician for the follow- 
ing: weight, height, temperature, pulse rate (the unreliability of 
this under the conditions of the examination is recognized), urine 
specimen, and venipuncture for blood, for hemotocrit and serology. 
White and differential counts are obtained later if the examining 
physician indicates the need. After the patients complete the 
above procedures they are taken to the heart station for electro- 
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cardiograms (standard limb leads). They are then returned to 
the service, where each child, together with a parent, 1s assigned 
to a medical student, intern, or resident for the clinical history 
and routine physical examination. The responsible attending staff 
is sufficiently large to check all student work thoroughly. The 
medical personnel, except for the assistant director, report to the 
service at 2 P.M. so that they are on duty at just about the time 
patients begin to return from the heart station. The assistant 
director is on hand at 12:30 to answer questions, do difficult veni- 
punctures, take care of irregularities, and see any patients who 
have been asked to appear at 1 P.M. for some type of recheck. 
By 2 o’clock the assistant director usually is free to supervise the 
examination of new patients, who average about 10 per session. 
The assistant director also dictates clinical reports, checks his- 
tories, examines the hearts of all patients, and discusses the find- 
ings with the examining physician and students. 

The clinical chart follows the patient throughout the examina- 
tion, and all findings are recorded immediately on one of the seven 
sheets designed to include history, physical examination, laboratory 
tests, and follow-up. The dietitian and medical social worker inter- 
view parents for dietary and social histories (which are added to 
the clinical chart as soon as completed) during the frequent periods 
when the parents do not need to be with their children. After the 
patients finish with histories and physical examinations they are 
gathered in the fluoroscopic room. By 4 o’clock the medical staff 
usually is free so that the entire staff can witness the fluoroscopic 
examination of each child. The fluoroscopic findings are dictated to 
the secretary as each examination is done. The children are then 
allowed to dress and go home. X-ray examinations, if needed, are 
made the next day. The recording of conclusions completes the 
study of each patient. 


Reporting Results of Diagnostic Study - 

The complete report on all findings and conclusions of the 
diagnostic study, dictated by the assistant director, is returned to 
the referring agency. Two copies of this report are sent routinely 
to the chief of the public school health service regardless of the 
referral source of the patient. One copy is for the school files 
as a duplicate master file and the other is for the school nurse. 
If the patient has been referred directly to the diagnostic service 
by a physician, the report is addressed to him and two carbon 
copies sent to the central office of the school system. If an agency 
other than the public school system or a private physician refers 
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the patient, the referring agency receives the original of the report 
and the school system receives the usual carbons. (py ward Darley, 


M.D., Abstracted from Public Health Reports, Vol. 64, No. 51, December 23, 
1949). Abstracted by Gertrude E. Cromwell. 


* * * * * 


REVIEW 

Work of the School Nurse-Teacher,—Health Education Series, 
Bulletin No. V, The University of the State of New York, 1949, 
pp. 204. 

This bulletin is one of the most complete guides for school 
nursing published to date. The table of contents indicates the 
areas for the various school employees who may be concerned 
with their relationship to the nurses. Some sections are for school 
administrators and nurse-teachers. Others are for nurse-teachers 
alone and others for nurse-physicians, nurses and teachers. Per- 
haps the great single omission is the lack of a table of contents 
which could be used for cross reference. The reviewer is sure 
that many nurses find much of the material somewhat unwieldly 
because of this lack. 

A few assumptions are made which in redoing the volume 
might be taken into consideration. People outside of the State 
of New York are quite unfamiliar with the printed forms used in 
the discussion, and in some cases it might be valuable to have 
forms included in the material. When it is suggested that the 
nurse make a sanitation survey it is probably assumed that her 
prior preparation has given her insights into what should be 
included in such a survey. This the reviewer doubts. 

The activity check list for the nurse-teacher to use in the 
various areas of her work should be most helpful for the nurses 
who must work without reasonable supervision from a specialist. 

Chapters II and III on relationships of the school nurse- 
teacher schedule are almost a must for nurses just starting to 
work in the school health field. 

So much might be said about this whole volume which is 
good that the reviewer can only suggest that those interested try 
to secure the publication from the University of the State of 
New York. Gertrude E. Cromwell. 

* * o* * * 


MEETING 
American School Health Association and the American Public 
Health Association at St. Louis, Missouri, October 29-November, 
1950. Headquarters at the Hotel Jefferson. 
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